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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Perlod: 01/01/2022 - 12/31/2022
Anthem® BlueCross and BlueShield Coverage for: Individual + Family | Plan Type: PPO

Harrison County Government: Anthern Blue Access PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will

“ be provided separately. This is only 2 summary. For more information about your coverage, or to get a copy of the complete terms

| of coverage, hups:/ /eocanthem.com/gocdps/fi. For general definiions of common terms, such as allowed amount, balance billing, comnsurance
copavment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www healthcare.gov/sbeglossary/ or call (833)
578-4441 to request a copy.

What is the overall $500/ person or ﬁbOO\mﬁE&N | Generally, you must pay all of the costs from providers up to the deductible amount before
deductible? for In-Nerwork Providers. this plan begins to pay. If you have other family members on the plan, each family member

$1,000/person or %MUOQO\ family | st meet their own individual deductible untl the total amount of deductble expenses paid
for Non-Network Providers. by all family members meets the overall family deducuble.

! Are there services Yes. Primary Care Specialist This plan covers some iterns and services even if you haven’t yet met the deductible amount.
| covered before you Visit Preventive Care for In- But a copavment or coinsurance may apply. For example, this plan covers certain preventve
meet your deductible? | Nerwork Providers. Tier 1 Tier | services without cost-sharing and before you meet your deductible. See a list of covered
2 Tier 3 Prescription Drugs for | preventive services at htips://www.healthcare.gov/ coverage/ preventive-care-benefits/.
In-Network and Non-Network |
Providers.
Are there other No. You don't have to meet deductibles for specific services.
deductibles for
specific services?
What is the gut-of- $1,500/pexson or $3,000/family | The out-of-pocketlimit is the most you could pay in a year for covered services. If you have
pocket limit for this for In-Network Providers. other family memberss in this plan, they have to meet their own put-of-pocket limirs undl the
plan? $3,000/person or §6,000/family | gverall family out-of-pocketlimit has been met.
” for Non-Network Providers.
What is not included | Premiums, balance-billing Even thouch you pay these expenses, they don’t count toward the put-of-pocket Bmit
in the out-of-pocket charges, and health care this
| Hinit? plan doesn't cover.
| Will you pay less if Yes, Blue Access. See This plan uses a provider necwork. You will pay less if you use a provider in the plan’s
you use a network www.anthem.com orcall (833) | network. You will pay the most if you use an Qut-of-Network Provider, and you might
- provider? 578-4441 fora list of nerwork receive a bill from a provider for the difference between the provider’s charge and what your m

roviders.

plan pays (balance billing). Be aware, your network provider might use an Out-of-Network
Provider for some services (such as lab work). Check with your provider before you get

IN/L.G/Harrison County Government Anthem Blue Access PPO/3VCD/01-22
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; services.

! ' Do you need areferral | No. You can see the specialist you choose without a referral.

8 seeas an,_mrmﬁu M

EH nowmgmﬁ and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

S Primary care visit to treat an $25/ visit deductible doesnot 40% coinsurance B sone
Sl pary or dlness apply
Ifyouvisita Specialist visit $25/visit deductble does oot 40% coinsurance none
| apply
health care - -
covider’s o mmnn You may have to pay for services
: moH ombwn | Preventiv ¢/ screening/ that aren't prevendve. Ask your
: L Tlexonove CAre/ SRl No charge 40% coinsurance rovider if the services needed
: S immunization _ )
AT are preventive. Then check what
L your plan will pay for.
e Diagnostic test (x-ras, blood No charge 40% coinsurance Costs may vaty by site of sexvice
Tfyoubave atest | work ° ; T .
S i Imaging (CT/PET scans, MRIs) 20% coinsurance 40% coinsurance Costs may vary by site of service.
o s $10/prescription, deductible 50% coinsurance, deductble
Hm %oﬁ sﬁom &.dU " Tier 1 - Typically Generic does not apply (remail and does not apply (retail) and Not
to ﬁnmﬂ %oﬁﬂ 5 home delivery) covered (home delivery)
-illness ox . S $20/ prescription, deductible .
: .nob&ﬂon “ieiil Tier 2.- Typically Preferred does ot apply (retail) and 50% coinsurance, deductible | For more information, refer to
-More information . Brand & Non-Preferred $50/ prescription, deductible | does not apply (retail) and Not | “National Drug List” at
.. about mﬂomnﬁmﬁom.. Generic Drugs does not apply (home covered (home delivery) htp:/ /www.anthem.com / pharm
drug coverage is - delivery) | acyinformation/ W
available at. - e $30/ prescription, deductble *See Prescription Drug secfon
hp:/ / www.anthe: | Tier 3- Typically Non-Preferred does not m.wqu (retail) mﬂm 50% coinsurance, m&ﬁndzw
- m.com/ vymngmnﬁ : . $90/ prescription, deductible | does not apply (retail) and Not
. === Brand and Generic drugs )
.mmoaugmg g does not apply (home covered (home delivery)
R delivery)
.”. mm%oﬁ gﬁn S E Faclity fee (e.g, ambulatory 20% coinsurance 40% coinsurance -NOTE
.oﬁﬁwmﬁoﬂﬁ 0| surgery center)
: mEWmQ “w- 7 Physician/surgeon fees 20% coinsurance 40% coinsurance none
. S $200/visit deductible does not N e .
Emergency oom care m.mwu@ Covered as In-Network Copay wajved if admitted.

* For more information about limitations and exceptions, sce plan or policy document at https:/ / eocanthem.com/eocdps/fl.
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Ifyouneed
.HEE@&»E S
.Bm&n& mﬁmﬁﬂos...

- Emetgency medical

transpormaion

i n s Saa

20% coinsurance

Covered as In-Network

Non-emergency non-petwotk
Ambulance Services are limited
to $50,000 per trip.

Urgent carg

$75/ visit deductible does not
apply

40% coinsurance

none

Ifyouhave a -

Facility fee {e.g., hospital room)

20% coinsurance

40% comsurance

 rehabilimtion including day

60 days/benefit period for
Inpatient physical medicine,

ital stay - flitati

WOm.m.a. m w% B rehabilitation programs. .
S Physician/ surgeon fees 20% coinsutance 40% coinsurance none
ﬁ. %oﬂ ﬁom.w $25 \épﬁO&Mwnﬂwww t does not Office Visit | Office Visit

~mental anﬁw Outpatient services = I € aoes 40% coinsurance , none -

behavioral g&? utpatient SEC %PPY Other Outpatient Other Qurpatient

. | Other Outpatient .

or substance s on 40% coinsurance none
abuse se Hﬁnnm m 20% comnsurance

. i - Inpatient services 20% coinsurance 40% coinsurance none:

If .u.ﬂ.od. wan :
pregnant

O ffice visits

20% coinsurance

40% colnsurance

Childbitth/ delivery professional
services

20% coinsurance

40% consurance

= ”...”. " Childbirth/ delivery facility

services

20% comsurance

40% comsurance

Maternity cate may include tests
and services desctibed elsewhere
in the SBC (Lc. ultrasound).

If %oﬁ Hmwm. W&@. ._.

recovering or .
have other mwmoﬁp

: uammkw bmmmw

20% coinsurance

40% coinsurance

100 visits/ benefit period.

%Wwom._m health care

Rehabilitation services

$25/visit deductible does not
apply

40% colnsurance

. Costs may vary by site of service.

Habilitation _services

$25/visit deductible does not

apply

A0% consurance

*See Therapy Services section

Skilled nursine care

20% coinsarance

40% coinsurance

90 days/benefit pedod for skilled
nursing services.

Durable medical equipment

20% colnsurance

40% coinsurance

*See Durable Medical
Equipment Section

S No charge No charge - none--
: .Hm UBEH nw_bm 1 Children’s eye exam Not covered Not covered
needs &mﬁ.ﬁ& OH Children’s glasses Not covered Not covered none
leyecare Children’s dental check-up Not covered Not covered none m

* For mote information about limitations and exceptions

Ed

see plan or policy document at https://gocanthem.com /eocdps/fi.
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FExcluded Services & Other Covered Services:

Services Yout Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other
excluded services.)

Routine eye care (Adult)

Long-term care
Weight loss programs

Infertility treatment

e Routine footcare unless medically
DECESSary

» Acupuncture e Bariatric surgery * Cosmetic surgery
o Dental care (Adult) e Dental care (Pediatric) o Dentzl Check-up
o FEye exams fora child e Glasses fora child e Hearing aids

. L ]

*

O ther Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

» Chiropractic care 12 visits/benefit period e Most coverage provided outside the o Private-duty nursing 82 visits/benefit
United States. See period and 164 visits/ lifetime Facility
www.bchselobalcore.com Setting only

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indiana 46204, (800) 622-4461, (317) 232-2393,
werw.ineov/idoi/ 3008 htm, Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323
£61565, www.ccio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Tnsurance Marketplace. For more information about the Marketplace, visit www.HealthCare.cov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan fora denial of a claim. This complaint is
called a orievance or appeal. For more information about your fights, look at the explanation of benefits you will receive for that medical claim. Your plan
documens also provide complete information to submit a claim, appeal, or 2 ghevance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 105568, Atanta GA 30348-5568

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www .cCllQ.CMS.g0v

State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indizna 46204, (800) 622-4461, (317) 232-2395,
wwwineov/idoi/3008 hm

% For more information about limitations and exceptions, see plan or policy document at https:/ /eocanthem.com/eocdps/ fi.
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Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,

Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essenral Coverage, you may not be eligible for the

premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesa’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay fora plan through the Marke

m To see examples of bow this plan might cover Costs for 2 sample medical situation, see the next section. N

% For more information about limitations and exceptions, sce plan or policy document at hitps:/ /eocanthem.com/eocdps/fi.
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About these Coverage Examples:

coverage.

be different depending on the actual care you receive, the pii

sharing amounts (deductbles, copayments and coinsurance)
the portion of costs you might pay under different health plans.

MT'his is not a cost estimator. Treatments shown ate just examples of how this plan might cover medical care. Your actual costs will
ces your providers charge, and many other factors. Focus on the cost
and excluded services under the plan. Use this information to compare
Please note these coverage examples are based on self-only

E The plan’s overall deductible $500 ¥ The plan’s overall deductible $500 & The plan’s overall deductible $500
8 Specialist copaviment $25  ® Specialist copayment $25 B Specialist copayment $25
B Hospital (facility) comsurance 20% B Hospital (facility) coinsurance 20% B Hospital (facility) comsurance 20%
B Other cofnsurance 0% & Other coinsurance 0% B Qther coinsurance 0%
This EXAMPLE event includes services This EXAMPLE event includes services This EXAMPLE event includes services
Iike: like: like:
Specialist office visits (prenatal care) Primary care phvsician office visits (fuluding Emetgency roomn care (inhiding medical suppizes)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Fadlity Services Diagnostic tests (blood work) Durable medical equipment (erufehes)
Diagnostic tests (#rasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment [ghuose meter)

Toml Example Cost | 512,700 ‘TotalExampleCost = = 7$5,600 Total Example Cost - - - . $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Lost m\umﬁ.mw Cost Sharing Cost Sharing

Deductibles $500 Deductibles $0  Deductibles %500

Copayments $0 Copavyments $1,100  Copavments $400

Coinsurance $1.000 Coinsurance ; $0 Coinsurance $100

What isw't covered What isu't covered What isn't covered

Limits or exclusions w $60  Limits or exclusions ,. 320  Limits oresclusions $0

“The total Peg would payis =~ |- $1,560 The total Joe wouldpayis | $1,120 “The total Mia would payis = = $1,000

The plan would be responsible for the other costs of these EXAMPLE covered services.

Page 6 of 11



Language Access Services:

(I'TY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni t€ drejté t& merrni falas ndihmé dhe informacion né gjuhén tual. Pér € kontmkwar me
njé pérkthyes, telefononi (833) 578-4441

Ambaric (RTICF): NARLU N78 SIE@I° Mee NAPT NENP 2I%R ACSF AT BUT an /B NYR POReTTH aPAYE AAPTE ANFLET, ATITTC (833) 578-
4441 R2Q¥Ax

. (833) 578-4441 o Joall p e G Landll B 5 ks e gledl 5 Sao Lol o Jamall ol Gad camtodl s Sl il sl S bl S 1 4z p 1} Arabic

Armenian (hugtpkl). Gpk wu punnwpnph ban Guug]ws humpghp mibp, nmp ppunfniip mbkp wirduwp wnubug oqlmipmmb b
whnblunympmt dbp (kg Gupqumish btn Junubpn hunfup quiiqubwplp htanlyug wgﬁ?bﬁﬁrﬁaﬁmgﬁ (833) 578-4441:

Bassa (Bash) Widit): M dyi dyi-dié-d& b8 bédé b cée-dZnid ke dyin, o md ni dyi-b&déin-d& bEm ke gho-kpa-kpd ké b5 kp3 qé m bidi-widitin
b6 pidyi. B¢ m ké wudu-ziln-nyd do gbo widi ke, da (833) 578-4441.

Bengali (AT): I % AR0KIs A @R (ST T AP, ORCET AR ST ATy RIS TSI 8 B TSI ARSI ST S
AT (ATSIAIF NI T FF T (833) 578-4441 -(& T FF|

Burmese ([§§w0): ofergodencndasé oobaocdg oogogt cofgfedanpdypsgdon wgodescocdypisé sopeapdad seoelojieg cuoePersd
so8omaromiss qopdéed oozt §elooghs oogs cobfs¢ oome[g8ad ¢ (833) 578-4441 33 ealadch \

Chinese (PX) : MRBHEAXHAETEARER FERERANE=ECEESHETNEN - NEHEERER - BFREE3) 5784441

Dinka (Dinka): Na nog thigéc né ke de i thort, ke Tin nog log bE v kuonr ku wer aléu bE geer Tic i ne thog du ke cin wéu t44uE ke pint. Te kor Tin
bz jam wEné ran ve thok gersic, ke vin ol (833) 578-4441.

Dutch (Nederlands): Bjj vragen over dit document hebtu recht op hulp en informatie in uw taal zonder bijkomende koster. Als u een tolk wilt spreken,
belt u (833) 578-4441.

a2 G5 1o LS 5 ekt S ket P Sy S) R WL R R R Y Ot Oset? i o S 4L oS3 ses 33 nﬁx\khrbv Farsi
BRGNS ﬁBEmwwmvmﬂmugw sybaz Lo .Glnru..m priia S Ly 2353% 51 3 - 223§ O3l olSssale glal 4o sl 4i)a
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Language Access Services:
French (Frangais) : 8 vous avez des questions sur ce document, vous avez la possibilié d’accéder gratitement 2 ces informations et 4 une aide dans votre

langue. Pour patler 4 un interprete, appelez le (833) 578-4441.

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreic Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (833) 576-4441.

Greek (Exnvink) Av éxete tuxov anopleg oYETI 18 TO TaAEOY EYYEXYO, EETe TO Smalwpe v MBere Bonfex o TAnogopies TV YADGCOU 00G Bepsty. P ver

WIHGETE [Le HATOLOV BleQumvé, TrAEQwvHoTe OTO (833) 578-4441.

Gujarati 1% 2Uell): %L 1 €2c118% 33| 21Ul Qesuiysl Sl d), 516Ul uil 4ol 2 iuef] etiiHi Hee i HilEdl Baddisl due wfdsiR 8.
¢RI A18) clldd SAL HI2, 516 52U (833) 578-4441.

Haitian Creole (Kreyol Ayisyen): Si ougen nenpot kesyon sou dokiman sa 2, ou gen dwa pot jwenn &d ak enfémasyon man lang ou gratis. Pou pale 2k yon
entéprét, rele (833) 578-4441.

Flindi (RE): 317 3T IR 5 el F IRk # R ILTE, St ST For: Qe 37<relt 87T 3 e R ST SITed ey 1 HAHER B
T A 9T e & o, lel (B33) 578-4441 M

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thizb lus ghia hais ua koj bom lus yam
tsim xam tus ngl. Txhawm rau tham nrog tus necg tchais Ius, hu xov tooj rau (833) 578-4441.

Igbo (Igho): Q bur una i nwere ajwn 0 bula ghasara akwukwoa, i nwere ikike iInweta enyemaka na oz n'asusu gi na akwughi ugwo ¢ bula. Ka gi na okowa
okwu kwuo okwu, kpoo (833) 578-4441.

Tlokano (llokano): Nuaddaan ka ifi aniaman 2 saludsod panggep it daytoy a dokumento, adda karbengam a makaala 1 tulong ken impormasyon babaen t
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (833) 578-4441.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Andz memilik hak untuk mendapatkan bantuan dan informas
dalam bzhasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (833) 578-4441.

Italian (Ttaliano): In caso dieventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per patlare con un interprete, chiami il numero (833) 578-4441

if]

Japanese (H#&ZE): COXELONVIBICHI TR = SN BhECRSEED EECENTHEFSHEREEIEIIBNE
5, BERCEETICE (833) 578-4441 LB EBEETEE.

Page 8 of 11



Language Access Setvices:
Khmer (32): 13m0 S0QnNiHg)SHOasns: preneffsgusswSEASmSMIUNHAIEN WSS AR
ISR ATNGIERURTL QIEITUTIE33) 578-4441 g

Kirundi (Kirundi): Ugize ikibazo ico arico cose kur iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuz, akura (833) 578-4441.

Korean (SH201): 2 410f CHsl Of 3t EO|AFEO|2LE 9IS AL, HStoAlE HBt7H Ar83tE 02 PR =g X PR E €8 Helt
Q&5 LICH S AR} O|OF7[S}ad B (833) 578-4441 B E 2|5 >_w.

Lao (W959290): Tvudidonaviongniorfucontzm®, vmbdoldsSueoivgoscds oy Z2uuclnwrzzegulioslcsse).
cBielsSuiusanccUwiz, Titme (833) 578-4441.

Navajo (Din€): Dii naaltsoos bilé igii iahgo bina'idilkidgo ni bohénéedzd d66 bee ah6oFT 44 ni pizaad k'ehj bee nit hodoonih t'aadoo badh ilinig 6.
Ata® halne'igii 1a* bich'i’ hadeesdzih ninizinge ko’ hodiilnih (833) 578-4441.

A%@ﬁs%o AT AT FTTATE TITEIT FET IS G T, FET SATITAT g7 FGART G SIFHI I T 0157 g6 JIIE 3
ST T ST AT, ARl e R (833) 578-4441

=

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyu yoo gabduu tanaan, Gargaarsa argachuu fi odeeffanco afazn ketiin kaffalti alla argachunf
mirgaa qabdaa. Turjumaana dubsachuuf, (833) 578-4441 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, duhoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht Um mit en ITwwetsetze zu schwetze, raff (833) 578-4441 aa.

Polish (polski): W przypadku jakichkolwiek pytaf zwiazanych z niniejszym dokumentem masz prawo do bezplatego uzyskania pomocy oraz informacjt w
swoim jezyku. Aby porozmawialz thumaczem, zadzwod pod numer (833) 576-4441.

Portuguese (Portugués): Se tiver quaisquer dévidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intéeprete, ligue para (833) 578-4441.

H:EWEﬁguumﬂd@m%m@%@mﬂﬁm@%%m@%%w@wmﬂsﬂ%mﬂmﬂxﬁﬁﬂﬂ%mmmwﬁsﬁmﬂm@
3| 33 TS 58 31 FII& BE(833) 578-4441 SFTF I
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Language Access Services:
Romanian (Roménz): Daci aveli intrebir referitoare la acest document, aveli dreprul si primili ajutor $i informati in imba dumneavoastrd in mod
gratuit. Pentrua vi adresa unw interpret, contactali telefonic (833) 578-4441.

Russian (Pycckuif): £CAW T $4C €CTH KAKHE-AHO0 BOIPOCH B OTEOIIEHIN AAFHOTO AOKTMEETS, BEL MMECTE Ipaso 5l DeciraTEOS TOATIEHRS TOMOITE &

FEQOPMAIIEY HA BATIEM F3EKE. ITOOH CBASATHCE C TCTHEDN HEPEBOATHKOM, TOSBORRTIE 1O T (833) 578-4441.

Samoan (Samoa): Afai e izi ni ou fesili e uiga ilenel twsi, ¢ fai low ‘aia e mana se fesoasoani ma faamatalagz 1 lou lava gagana ¢ aunoa ma se totogl. Ira 12
talanoa i se tagata faalilin, vili (833) 578-4441.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢iinformaciie na vasem jeziku bez kakvih
trodkova. Za razgovot sa prevodiocem, pozovite (833) 578-4441.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, dene derecho a recibir ayudz e informacién en su idioma, sin costos. Para hablar con un
intérprete, Jame al (833) 578-4441.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tunglkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawzgan ang (833) 5768-4441.

-

Thai (Wel): wavindainmlag edmansnsatiud vinud&nsvaglasuenubamiatasipyalummuaninilarlifidlde aains
(833) 578-4441 (WayaaaAuaY

Ukrainian (¥YxpalEchxa): SKIIO T 52C BEHEKAIOTE 3AMHETARHS 3 IPHBOAT IBOTO AOKTACHTE, BH MAETE IPABO OEC3KOIITOBHO OTPIMATH AOHOMOTT B
THGOPMAITIEO BAMIO0 PIAHOI0 MoB0I0. ITI00 OTPHMATE IOCATIE HEPERAAAATL, sarescoOHTHTE 34 HOMCPOM (833) 578-4441,

14,

S Sl e S o deala B0 18 5 S Jeala Sledra e e S5 gl 2 S g s SE S ra 2 Je S il o K1 i(52) Urdu
-2 S JS n (833) 578-4441 =

Vietnamese (T mm\,?m Vigt): Néu quy vi 6 btk thic méc nio v& tii lidu ndy, quf vi ¢6 quyén nhin su tro giip vi théng tin bang ngba ngit clia quf vi hoan
toan mién phi DE trao d0i vdi modt théng dich vién, hiy goi (833) 578-4441.

¥ [TV 7D U7 [AR POSY WU 'R YNRINNDIR DYT WBEZRD 1Y 0PN T YR UNA  UIUIERT DUT [Vl IR ORD TR IR (W TX) (Yiddish)
. (833) 578-4441 09N IWRYTWAR R

Yoruba (Yoritbd): Ti o ba ni évikévii 1béxe nipa ikosile Th, o nd eto 14t gha rinwg 3t fwifiin ni 2dé re lofee. Biwa wwwwm.w ¥an 010, pe (833) 578-4441.
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Language Access Services:
It’s important we treat you fairly

That's why we follow federal civil rights laws in our health programsand activities. We dor’t discriminate, exclude people, or treat them differently on the
basis of race, coloz, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn't
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file 2 complaint, also known as 2 grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Bos 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Ot you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room S09F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal hhs.gov/ocr/ portal/lobby.isf. Complaint forms are available at

hetp:/ /www . hhs.gov/oct/office/file/index.html
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